The physical signs seemed to point to some unusual condition on account of the uterine enlargemen't rather than to an ectopic gestation or a twisted ovarian cyst. The patient's condition remained unaltered for a few days and after a blood transfusion I opened the abdomen. The appearance of the uterus, which I have described above, immediately attracted my attention. When the uterus was lifted into the wound a considerable collection of blood escaped from the right broad ligament and from a sac in the pouch of Douglas. The left tube and ovary were normal and were not removed. The pelvis was covered with peritoneum as completely as possible, and the abdomen closed in layers,with a drainage tube in the pouch of Douglas on account of oozing.
The physical signs seemed to point to some unusual condition on account of the uterine enlargemen't rather than to an ectopic gestation or a twisted ovarian cyst. The patient's condition remained unaltered for a few days and after a blood transfusion I opened the abdomen. The appearance of the uterus, which I have described above, immediately attracted my attention. When the uterus was lifted into the wound a considerable collection of blood escaped from the right broad ligament and from a sac in the pouch of Douglas. The left tube and ovary were normal and were not removed. The pelvis was covered with peritoneum as completely as possible, and the abdomen closed in layers,with a drainage tube in the pouch of Douglas on account of oozing.
The patient made an uninterrupted recovery and I saw her on January 2, 1928, when she was in excellent health. She had gained weight and resumed work five months ago. On abdomiinal and pelvic examination nothing abnormal could be detected.
REPORT OF PATHOLOGY COMMITTEE ON MR. GILLIATT'S SPECIMEN. "The Committee considered AMr. Gilliatt's specimen of Myosarcoma of the UJterus and agreed with the author's description thereof."
Discussion.-Dr. HERBERT SPENCER said the microscopic appearances of this interesting specimen were those of a myosarcoma. On account of the rarity of that growth in the uterus of patients so young as 27, he hoped the specimen would be examined by the Pathology Committee. In his opinion total hysterectomny should have been done instead of the subtotal operation which he had given up perform-ling last century.
Mr. GILLIATT, in reply to the criticism of his having done a subtotal hysterectonmy, said that he did so thinking the condition was a sarcoina. The patient was so ill that in his opinion it was not justifiable to undertalie a total hysterectomy, especially as he expected the condition was one which might recur far from the pelvis in a short time.
Difficult Labour, partly due to the Large Size of the Child, in a
Pure-blood Australian Aboriginal Woman.
By J. BERNARD DAWSON, J. B. CLELAND, A. A. WALLACE, and C. HACKETT.
IN view of the long and complete isolation of the Australian aboriginal from the rest of the human stock it is of interest to record their physiological behaviour under various conditions and also any pathological departures from the normal. This paper records in full detail the various stages of parturition in a pure-blooded Australian aboriginal woman. The patient was sent to Adelaide so that she might be confined at the Queen's Home under ideal conditions for observing the progress of events.
Great difficulty was experienced in the delivery of the child, chiefly due to its unusual size. It weighed 121 lb. and measured 25 in. in lengtb. In addition the size of the mother's pelvis was reduced. It is likely that the child was about a month overdue, which would account in part, if not entirely, for its size.
Patient, aged about 40, attended the ante-natal clinic of the Queen's Home, Adelaide, in April, 1927.
History of Previouts Pregnancies. First pregnancy, premature labour at the seventh month, child stillborn; second, third and fourth pregnancies, abortions; fifth pregnancy, twin pregnancy at term; sixth pregnancy, stillborn; seventh, eighth, ninth and tenth pregnancies, single pregnancies.
The history of the previous confinements is incomplete, but they were not unusually difficult, for she had no medical aid until the tenth. This occurred at Point McLeay Mission Station, and the nurse, experiencing difficulty, sent for a medical man who delivered a living child. We are indebted to Dr. Linn, of Taileen Bend, for the following particulars of the last confinement in April, 1925:
" When I saw her the head was showing at the vulva, and she was having extremiiely strong pains. Two pains delivered the head, but I remember that the shoulders were rather difficult to bring through; however, the baby weighed 12 lb., and I attributed her long labour to the size of the child. I had no occasion to examine her vaginlally and so did not suspect any pelvic abnornmality.' DETAILS OF PRESENT PREGNANCY. Last period, August 6, 1926.
Presentation, vertex. Labour. The initiatory symptoms commenced at 10 p.m. on AMay 21, 1927. One of us (J. B. C.) saw her at 5.15 a.m. on May 23. The os was then dilated to the diameter of 4 cm. Pains, lasting about 50 seconds, were occurring regularly at intervals of from 3 to 4 minutes. During the pains the patient held her breath, and the pulse-rate varied from 94 to 105 per minute. The fcetal heart sounds were 148 per minute. The membranes ruptured at 6.30 a.m., and the os was fully dilated an hour later.
The patient was seen by J. B. D. at 9 a.m. The fcetal heart rate was 160. On vaginal examination the sagittal suture was found to be in the left oblique diameter, the caput succedaneum was well developed, and the posterior half of the anterior fontanelle with the anterior 2 cm. of the sagittal suture was presenting. During uterine contractions the head descended to the plane of the ischial spines, but receded in the intervals. The diagonal conjugate measured 10 cm. The position was L.O.P. (confirmed by palpation of the ear). Pressure forward and to the right upon the right shoulder of the fcetus converted the position to that of L.O.A. The forceps was applied, and the head was delivered with difficulty by axis traction; the maximum resistance was experienced at the obstetric outlet. The shoulders of the child were tightly impacted in the pelvis, and were delivered only by prolonged and severe head and axillary traction. The child's pelvis was also impacted at the bis-iliac diameter, and was delivered only after strenuous pulling. The placenta was retained for thirty-five minutes, and as heemorrhage was unusually free, compression was tried; this failing, the placenta was manually delivered complete and with membranes intact. It was of battledore type, and contained two small infarcts and much calcareous deposit. The total loss of blood was about three pints. The puerperium was uneventful, and the patient left the hospital on the fourteenth day.
The diagonal conjugate and the transverse of the outlet were measured immediately after delivery, and the other measurements were carefully made during the puerperium:
Interspinous, 21 *25 cm.; intercristal, 26 25 cm.; external conjugate, 18 75 cm.; diagonal conjugate, 10-0 cm.; estimated true conjugate, 8-75 cm.; transverse of obstetric outlet, 7 a 5 cm. ; anterior post. of obstetric outlet, 12 5 cm.
The fcetal measurements were:
Sub-occipito-bregmatic, 9 5 cm.: sub-occipito-frontal, 11 5 cm.; occipito-frontal, 12 5 cm.; mento-vertical, 13'75 cm.; sub-mento-vertical, 11i25 cm. ; sub-mentobregmatic, 10 0 O cm.; bi-temporal, 8 -75 cm.; bi-parietal, 11 S5 cm.; bis-iliac, 12 cm.; bis-acromial, 13 * 75 cm.
The length of the fcetus was 62 -5 cm. This very difficult delivery, due to the disparity between the pelvis and the foetus, occasioned considerable anxiety and physical effort on the part of the attendants, and unfortunately resulted in the loss of the child. The pelvis was slightly contracted, and, in addition, was definitely funnel-shaped. The child was unusually large. The head passed the brim without much effort, but, descending into the cavity, became increasingly difficult to deliver, the greatest resistance being at the outlet. The bulky foetal body could not follow and became impacted'in the narrowing lower strait of the pelvis. Death of the Foetuts.-It is not easy to determine the cause of death. The delivery of the well-moulded head by forceps was insufficient to explain the occurrence, and, although the trunk had to be strenuously pulled upon, the feetus was quite free from any signs of trauma. Bearing in mind that the feetal heart-rate was 160 immediately previous to operative interference, we are inclined to attribute the cause of death to direct pressure upon the chest and abdomen of the foetus, due to the impaction, preventing respiration and resulting in asphyxia.
There is some disparity between the measurements of the pelvis, taken ante-and post-partum. Allowing for the error of human judgment and the difficulty of correct pelvimetry in an obese pregnant woman, the post-partum figures are nearer the truth. The auestion of post-maturity also arises, as the birth occurred ten days after the estimated date of parturition. If this is not correct then post-maturity may have been of approximately a month's duration.
Di8cussion.-Dr. HERBERT SPENCER congratulated the authors on their careful description of the labour. The transverse measurements of the outlet should always be examined during pregnancy: considerable diminution of the measurement sometimes gave rise to difficulty. He had never delivered a living child which weighed more than 121 lb.: and in a pelvis contracted as in the case described, he thought that, apart fronm visceral injuries and pressure on the cord, the compression on the child's heart was sufficient to account for its death.
Mr. MW. GILLIATT stressed the difficulty of measuring the transverse diameter of the pelvic outlet., He regarded the funnel pelvis as the one type of pelvis in which it is justifiable to give a trial labour. Contraction at the outlet was very rare-he had seen only two cases in hospital and one case in private practice.
Dr. W. H. F. OXLEY said he could not remember any case of contracted outlet. He had seen inany cases of labour in rather elderly Jewesses, and was sure that difficulties were more common towards the end of the child-bearing period. He also pointed out how rapidly the ossification of the head increases during the last few weeks.
Miss FRANCES IVENS suggested that, as the diagnosis of a posterior position had been made, it would have been worth while to have tried to convert it to an anterior one by posture-viz., an exaggerated Simn's position-rather than by a manual reposition. She considered that a contracted outlet was by no means uncommon and accounted for a considerable percentage of emergency cases of obstructed labour.
AMr. J. D. BARRIS said that funnel pelvis, though rare, was more common than was generally supposed-especially in cases of small, round pelvis.
A Consideration of the Results of Albuminuria occurring during Pregnancy, with special reference to the relationship between Pregnancy Kidney and Chronic Nephritis.
By G. F. GIBBERD, M.S., F.R.C.S.
ABSTRACT.-The frequency with which albuminuria of pregnancy recurs with subsequent pregnancies is very much greater than is usually stated. In a series of twenty-eight cases it recurred in 68 per cent.
Its significance lies in that it points to permanent renal damage. A patient with recurrent albuiminuria of pregnancy usually manifests signs and symptoms of " pregnancy kidney " rather than of chronic nephritis. This is accounted for by breaking away from the practice of trying to fit into distinct pathological groups, cases which are really varying mixtures of two pathologies. Recurrent albuminuria of pregnancy is really a transitory pregnancy kidney occurring in a patient who is suffering from a permanent chronic nephritis.
Evidence is brought forward to show that chronic nephritis may arise de novo as a sequel to pregnancy kidney. The frequency with which this permanent damage can be demonstrated in previously healthy women depends largely upon the delicacy of the tests for estimating renal function. The most delicate test is a subsequent pregnancy; and where this is available, we find permanent renal damage in about 57 per cent. If such advanced changes as persistent albuminuria, cardiac hypertrophy, etc., are taken as evidence of chronic nephritis, we find it in only 14 per cent.
When pregnancy occurs in a patient already suffering from obvious chronic renal disease, the superimposed pregnancy kidney (which always occurs to a greater or less extent) causes an increase in the permanent renal damage. These cases are uncommon, but always serious, and, on account of the danger to which the mother is exposed, pregnancy should invariably be terminated as soon as possible.
It is never possible to say that there is no danger to the mother when albuininuria occurs during pregnancy; and the term " functional albuminuria of pregnancy " should be abolished, being misleading to the clinician, and meaningless to the pathologist.
